national. regional and local personnel, so that national organisations such as the Public Health Laboratory Service (PHLS) Communicable Disease Surveillance Centre, the National Focus for Chemical Incidents and the National Radiological Protection Board will become part of the same organisation as local health protection teams. which will include existing Consultants in Communicable Disease Control and the nursing, information and administrative staff that support their functions.
As with all such documents. the details of implementation will be as important as the strategic vision in determining whether the aim of improving the protection of the population is achieved. There is a substantial opportunity to improve local health protection services within the new framework, but in order to achieve this the temptation must be resisted to replace like with like, but under a new banner.
The post of Consultant in Communicable Disease Control (CCDC) was created in response to the Acheson Inquiry into the state of the public health function in 1988. and there can be little doubt that this post has led to significant improvements in communicable disease control in many areas of the country. However, in many cases CCDCs received limited specialist CDC training, had to combine the function with other duties and were not adequately resourced. The time is ripe to move on to the next stage. The creation of the new Agency gives the opportunity to create a local health protection service that is. for the first time, truly expert in its field in all areas of the country. This opportunity arises because of the separation of health protection staff from their 'general' public health medicine colleagueswho will mainly move to Primary Care Trusts (PCTs)and the consequent need to define the population level that is appropriate for local teams of the HPA to service. Rather than splitting existing health authority CDC teams between PCTs. we should be looking to combine them to create larger teams covering natural communities.
There is a strong hint of extra resources to cover what has. since I I September 2001. come to be seen as an important function by politicians. This could be used to provide further support to these larger teams from. for example, nurse consultants, environmental health officers, epidemiological scientists or health geographers. It is also time to address the qualifications and experience that should be required for consultant (and other) posts in the future: the present position that anyone accredited in public health medicine, medical microbiology or infectious disease is suitable is no longer tenable. As a minimum, the 1994 training recommendations of the joint Faculty of Public Health Medicine and Royal College of Pathologists Working Group should be fully implemented, and in the medium term a FacultylCollege badged Diploma in Health Protection needs to be developed. As an analogy, imagine that you are a patient with a cardiac condition: ten years ago you might have been content to see a physician with an interest in cardiology who works single-handedly in a local hospi-tal. Now you would probably prefer to see a specialist cardiologist who works in a unit with another cardiology consultant. backed by a multidisciplinary team with training and interest in that field.
Getting Ahead of the Curue also addresses the microbiological services needed to support health protection. The suggested duty of care on all microbiology laboratories to report for public health surveillance purposes is overdue. but nonetheless welcome. The idea for an Inspector of Microbiology is also likely to be helpful. The strategy also suggests that most local PHLS laboratories will transfer to the NHS. as they are predominantly 'routine clinical diagnostic' laboratoriesonly specialist and reference laboratories and around ten to 20 'public health' laboratories will transfer to the new agency. Again, the detail of implementation will decide whether these suggested changes will improve or worsen health protection. What is the definition of public health microbiology that will be commissioned in the new system? How will the current network of public health laboratories be maintained or improved? How will access to specialist public health microbiological advice in local incidents or outbreaks be maintained? Will the laboratories transferred to the NHS be viable in their present form?
At the national strategic level the document has many strengths, such as the plans to integrate surveillance systems: schemes to improve the assessment of the risk posed by new threats; new vaccine strategies: and the development of updated plans to intensify action to control healthcare-associated infections. antimicrobial resistance. tuberculosis and blood-borne and sexually transmitted viruses. The enhanced programme of professional education and training in infectious disease prevention and control for all healthcare professionals will also be of interest to those working in infection control. However, it can only be hoped that the proposal to review public health legislation meets with a better governmental response than the similar recommendation made by the inquiry chaired by one of the CMOS predecessors in
1988.
Finally, there are certain areas that are barely addressed in the strategy. Non-infectious hazards are not considered in detail in what is essentially a communicable disease strategy. and work will be needed on this. Infection control and public health nurses will look in vain for references to their place in the new world.
despite the obvious opportunities that the new agency gives for expanding their roles. Local Authority Environmental Health Departments were left untouched by Acheson (because NHS problems were seen as more acute), but they are also only mentioned in passing in the new 'Donaldson' strategy. It is clear that the level of service and competence varies tremendously by Local Authority and it is time that this was addressed. All round this is a good start, but more detail is needed urgently.
